Background: Low scores on satisfaction measures may be anticipated when patients' expectations of the doctor are unmet during the cancer consultation. We correlated discrepancies between patient expectations of their ideal doctor and their perceptions of their actual doctor with scores on a validated satisfaction scale to determine whether patients whose expectations were unmet were less satisfied.
Introduction
Contemporary oncology patients seek a higher level of involvement in the consultation than they have previously and this preference is now endorsed by most physicians [1, 2] . This preference for involvement is accompanied by increasing expectations to be fully informed of issues relating to diagnosis, prognosis, treatment and general health care, and increasing expectations that physicians will spend time listening to fears and concerns and will provide some level of emotional support.
Low scores on satisfaction measures may be anticipated when patients' expectations of the doctor are unmet during the cancer consultation. It has been shown that patients who are satisfied; a) understand more about their illness and the complex combinations of treatments and drugs that are used, b) are more compliant in following instructions and treatment plans, c) demonstrate better psychological adjustment ie, are less anxious and depressed and d) are generally more satisfied with their care and with the physician [3] [4] [5] [6] .
Conversely, patients who are dissatisfied with the consultation; a) are more likely to withdraw from treatment plans, b) tend to seek many opinions regarding their illness and seek out alternative forms of treatment and c) are more likely to lodge complaints against their physician or to initiate legal proceedings by seeking compensation [4, 7, 8] .
Vincent et al. [9] reported on a sample of 227 patients who were dissatisfied enough with their physician to initiate litigation. Forty percent of these patients were dissatisfied with the emotional support offered by their doctor. Fifty-six percent were dissatisfied with aspects of the information provision, including the clarity of the information and the degree of sympathy offered when delivering information. Twelve percent were dissatisfied with both. Thus both the quality of the emotional support offered by the doctor and the information provided are related to satisfaction.
Patients are more likely to be satisfied with the physician-patient interaction when physicians provide clear information and express interest in patient issues other than aspects of the illness, provide an opportunity for patients to talk about their experience, are sensitive to the patient's needs, appear warm and concerned about the patient, answer patient questions and do not dominate the exchange [6, [10] [11] [12] .
Finally, dissatisfaction with the consultation may be the result of discrepancies between the doctor's expectations of the consultation and the expectations of the patient [6] . The latter has not been explored in the literature.
While it is important to accurately research patient satisfaction, a measurement problem exists with many of the scales currently being used. Much of the literature utilising satisfaction scales reports highly skewed results. Patients mostly report high to very high satisfaction with their physician. This indicates that either patients really are very satisfied or these scales are not identifying areas of dissatisfaction [8, [11] [12] [13] [14] [15] . One reason these scales may not be sensitive to dissatisfaction is that patients are highly motivated to trust in their doctor's abilities and they therefore avoid criticising their doctor.
The aims of this study were to: a) overcome the positive skew inherent in satisfaction scales, b) to identify patients' expectations for information and emotional support and c) to explore the relationship between patient expectations and satisfaction.
Patients and methods
One hundred five patients seeing five medical oncologists at a tertiary referral teaching hospital in Sydney Australia for the first time, were included in the sample. Fifty-five percent of the patients were female with an average age of 54 years. Thirty-eight percent of the sample were university educated while a further 13% had completed the Higher School Certificate. These rather elevated levels of education were matched by a correspondingly high number of patients in the managerial or professional occupational groups (41%). Fifty-six percent of the sample were diagnosed less than two months prior to their first consultation with the oncologist. The sample was heterogeneous for primary site of the cancer with 37% having a diagnosis of breast cancer, 15% colon, 8% prostate and the remainder distributed across other sites. Demographic and disease characteristics of the sample are presented in Table 1 .
The five doctors in the study ranged in age from 37 to 56. They had been in practice from 14-31 years, seeing primarily patients with breast, melanoma, gastro-intestinal and lung cancers. Two were Professors of Cancer Medicine, one was Head of Department, one a Staff Specialist and one a senior Visiting Medical Officer.
To overcome the problem of positive skew and to measure patient expectations a scale was developed (the Patient Expectations Scale, PES) which employed a forced choice technique. This technique forced patients to choose between either information giving or emotionally supportive aspects of the physician, even though they may have wanted both.
The PES contained six sets of four items (see Appendix). Each set of items consisted of a positive and negative information and emotional statement. Patients were asked to indicate from the four items which aspect of the doctor they wanted most and which aspect they wanted least. It was expected that patients would choose the positive statements as most wanted and the negative statements as least wanted.
The PES was given to patients immediately prior to their initial consultation with the oncologist during an interview with a research assistant. Patients had not met the oncologist previously. At this time, patients were asked to complete the pre consultation PES by indicating from among the four items in each set, which statement was most and least like their ideal doctor. One week later the post consultation PES was mailed to participants who were then asked to indicate from among the four items in each set, which statement was most and least like their actual doctor.
The degree to which patients' expectations were met was analysed by comparing responses before and after the consultation. These comparisons were divided into three categories. 1) Perfect matches. For example, the patient indicated prior to the consultation that they wanted a doctor who offered positive emotional support and after the consultation indicated that this was most like their actual doctor.
2) Imperfect match. For example, the patient indicated prior to the consultation that they most wanted a doctor who was positive emotionally; however, following the consultation indicated that their actual doctor offered positive information. While this was not an exact match the patient received a positive doctor.
3) Mismatch. For example, the patient indicated prior to the consultation a preference for a doctor who was positive emotionally; however, following the consultation indicated that the doctor was negative emotionally. The doctor was exactly opposite to their preference.
Patient satisfaction with the consultation was assessed during the follow-up phase using a 25 item Likert scale adapted from Roter [16] and Korsch et al. [17] . The internal reliability of the scale in the current sample was high (Cronbach's Alpha = 0.92). The scale has been used in several previous studies [18, 19] iii) the level of patient participation in the consultation, for example, a) 'I participated in the consultation as much as I wanted to', b) 'I was able to talk in the consultation as much as I wanted to'. The scale has differentiated levels of satisfaction between patients receiving and not receiving an audiotape of their consultation [18] .
Results

Stability of preferences
We firstly examined the extent to which patients' preferences for either emotional or informational support were stable over the six response sets, based on the results obtained from the pre-consultation PES. The results showed that 20% of patients were stable in their preference (i.e., in 12 choices selected either emotion items 10-12 times or information items 10-12 times). Most patients (70.3%) were inconsistent in their preferences (i.e., fluctuated between emotion and information statements) and a minority (9%) were equivocal indicating that half the time these patients chose one style and half the time the other style (see Figure 1) .
Secondly we examined which aspects of the emotional and informational style were most and least preferred. The results showed that more patients preferred a doctor who provided positive emotional support (74.3%) in preference to a doctor who provided positive information (47.6%). These percentages were calculated by summing the percentage of patients who chose either positive emotional responses or positive informational items as most wanted between four and six times from the six response sets. When the aspects least wanted by patients were examined it was clear that patients did not want a doctor who was negative emotionally with 69.6% of patients consistently indicating, prior to the consultation, that they did not want a doctor who was emotionally negative compared with only 11.6% who did not want a doctor who offered negative information. These percentages were calculated by summing the number of patients who chose either negative emotional or negative informational items as least wanted between four and six times from the six response sets (see Figure 2) .
Distribution of perfect matches
Thirdly we looked at the distribution of the number of people who received perfect matches. As there were six sets of four items it was possible to receive a range of perfect matches from 1-6. No patient received zero or one perfect match. Only 5.6% of patients always received the doctor they wanted. The mean number of perfect matches was 3.6 indicating that most patients received exactly the doctor they wanted just over half the time. It is notable that only one patient reported receiving a doctor who was negative. Figure 3 shows that these scores are normally distributed indicating that this method has overcome the problem of positive skew demonstrated in other measures of satisfaction.
Satisfaction
The results of the satisfaction scale indicate that patients were highly satisfied with the consultation. It is evident from Figure 4 that patient's scores were highly positively skewed. Possible scores ranged between 25-125. In this sample the mean score was 107.5. All scores were between 82 and 124. Analysis of number of matches and satisfaction by education and occupation, revealed nonsignificant differences.
Finally, to assess whether patients who were highly satisfied were also those patients who had received more perfect matches, the mean number of matches were compared for the high and low satisfaction groups (median split) as transformations were unsuccessful in normalising the distribution of satisfaction scores. A i-test revealed no significant differences between the two groups (r 81 = 0.14, P -0.89).
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Conclusions
We aimed firstly to develop a method of measuring patient perceptions of the doctor which would overcome the positive skew demonstrated by satisfaction measures and thus detect patient dissatisfaction. Results on the PES were indeed normally distributed thus obtaining a wider range of responses to the consultation than traditional satisfaction scales. Nonetheless, it is important to acknowledge that only one patient expressed dissatisfaction (i.e., a mismatch) while the remaining patients received imperfect matches. This sample is characterised by an elevated education level and more than 40% being employed in managerial or professional positions. No significant differences in matches or satisfaction within education or occupation groups were apparent from our analysis of the data, indicating that these features of the sample did not effect our results.
As audiotaping and analysis of the consultation were beyond the resources of this study, we are unable to comment on the actual informational and emotional support received by patients. However it is clear that many patients did not receive the level of emotional or informational support they preferred. This result has implications for patients' psychological well being. Research by Fallowfield [20] demonstrated that patients who perceived that the information provision during an initial cancer consultation was inadequate or handled insensitively were twice as anxious and depressed as those patients who were satisfied with the consultation.
Secondly we aimed to identify whether patients consistently placed a priority on either information or emotional support. Our results clearly show that individual patients are highly inconsistent in their preference for either emotional support or information from the physician. However, overall patients preferred to receive emotional support over information from the physician when forced to make a choice between positive aspects of the physician's consulting style and overwhelmingly did not want a physician who was emotionally negative. It is apparent from these results that the exchange of clear information during the consultation is important to patients. More importantly however, physicians need to attend to aspects of the consultation which have emotional value for patients. Physicians receive little training to improve communication skills which leaves them inadequately prepared to effectively meet patient demands for information and particularly emotional support.
Thirdly we aimed to explore the relationship between patient expectations and satisfaction. Our results showed that patients' expectations of the consultation are often not met; however, patients still express high levels of satisfaction on a traditional measure. This result was surprising and at odds with our initial hypotheses. Several explanations may be offered for this result. Firstly, satisfaction with the consultation may indeed be independent of whether or not patients' preferences for emotional support or information are met. Given the body of research supporting the correlation between patient satisfaction and information provision/emotional support this explanation seems unlikely. However, it is possible that while patients may prefer various doctor behaviours, they may not expect the behaviours to occur. Patient education concerning their rights and responsibilities might produce a stronger correlation between these measures.
A second explanation is that patients are unwilling to express dissatisfaction on a traditional measure as they have a high need to trust in the skills of their physician. Patients are reluctant to entertain doubts about the competency of their physician as this may undermine their confidence in the likelihood of recovery. It is also possible that because patients treated at a tertiary referral centre often have little choice in the doctor they see, they may feel there is little point in expressing dissatisfaction. Both these factors may result in little variability in satisfaction responses with which to detect differences according to matches between expectations and experiences.
In summary, the concept of measuring patient preferences and the degree to which these are met during the medical consultation appears to be a useful one requiring further development. Future studies should explore the relationship between mismatches and objective outcome measures, such as compliance, emotional distress or litigation rates. Such studies should ascertain patient expectations/beliefs regarding whether these preferences should be met by their doctor, and the relative importance of such factors, as compared to their doctor's medical expertise. 
Appendix
In each of the six groups below you will see four statements describing how a doctor might behave during a consultation. We do not want to know how your own doctor behaves: we want to know what you think the ideal doctor would do.
• Read the four statements in each set and decide which one is MOST like your ideal doctor. 
